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ABSTRACT
Quality of life and the ability to adapt to illness
is important to a breast cancer patient. It is a response

to uphold one's life and to validate self-acceptance and

understanding. In order to improve one's quality of life,
a breast cancer patient needs to be able to address
factors that affect her well-being, especially

sexuality-related issues. Unfortunately, there is a

discrepancy in communicating sexuality between health
care providers and breast cancer patients. Barriers to

communicating include differing personal values, personal

comfort levels, and the stigma placed on sexuality.
The study focused on the perceptions of breast

cancer patients on communicating sexuality-related issues
with their health care providers. The study sites were at
participants' homes, breast cancer support group meeting

sites, and restaurants throughout the San Bernardino and
Riverside Counties. A post-positivist framework allowed
for synthesis of data into categories and themes in order

to create theoretical statements regarding the topic.
Data collection consisted of individual and group
interviews. Study participants were breast cancer

patients who were currently going through treatment or
were in remission.
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CHAPTER ONE
ASSESSMENT
Introduction
The study focused on exploring perceptions of breast

cancer patients on discussing sexuality-related issues

with their health care provider. The study used a

post-positivist framework to gather and analyze data
through an inductive exploratory approach. A literature

review was done to better understand different
perspectives regarding sexuality and the impact it had
between health care providers and breast cancer patients.

The study contributed to social work practice because it

increased the understanding of difficulties breast cancer

patients had when communicating sexuality-related issues
to their health care provider.

Research Focus

The research project focused on the perceptions of
breast cancer patients on addressing sexuality-related

issues to their health care provider. A female breast
cancer survivor is likely to have low sexual functioning
when experiencing change in hormonal status, problems in
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partner relationships, and vaginal dryness (Meyerowitz,
Desmond, Rowland, Wyatt, & Ganz, 1999, p. 248). Moreover,

women who undergo a mastectomy due to breast cancer had
difficulties in their self-image and their sexual
relationship with men (Kriss & Kraemer, 1986). It is

especially difficult when their sexual, marital, and
emotional affect became significantly life altering
(Huber, Ramnarace, & McCaffrey, 2006).

Discussion of sexuality-related issues with a health
care provider is inadequate despite addressing side
effects of cancer treatment (Huber et al., 2006). There

needs to be an emphasis on the importance of addressing

sexuality-related issues and a better understanding of
how it affects the quality of life of a breast cancer

patient. Thus, the study explored and gained insight on
breast cancer patients' perspectives on discussing

sexuality-related issues with their health care
providers.

Paradigm and Rationale for Chosen Paradigm
The post-positivist paradigm was used for inductive

exploration of a topic with participants who have
experience in the topic (Morris, 2006). The study
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benefited from the participants' opportunity to voice
their experiences through lenient structured questions. A

collection of diverse attitudes and experiences of others
through literature review and interviews enriched the
data and allowed for the synthesis of reoccurring themes
and concepts. These themes and concepts formed into a

theory that resembled "reality" from the collected

qualitative data (Morris, 2006, p. 73).

Literature Review
In this section, sexuality is operationally defined
as the impact it has on breast cancer patients.

Furthermore, acknowledging the stigma placed on sexuality
gives an understanding of how it affects a person's
quality of life and overall communication about

sexuality-related issues. Last, communication or lack

thereof in addressing sexuality-related issues is
described through previous work done.

Defining Sexuality
Sexuality is a broad term used in different contexts

such as sexual identity, intimacy, sexual functioning,
and sexual health (White, 2006; Fobair et al., 2006). The

World Health Organization defines sexuality as an
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aspect of being human throughout life and
encompasses sex, gender identities and roles,

sexual orientation, eroticism, pleasure,
intimacy and reproduction...Sexuality is
influenced by the interaction of biological,

psychological, social, economic, political,
cultural, ethical, legal, historical, religious

and spiritual factors.

(WHO, 2002)

Similarly, Wilmoth (2006) views sexuality as being

more than sexual contact and satisfaction; it is
characteristic of our individual personalities . Sexuality

includes views of ourselves as male or female, feelings

about our body, and the ways we communicate our comfort
level verbally and nonverbally to others. It also
includes reaching sexual satisfaction alone or with

another (Wilmoth, 2006; Henson, 2002).
A working definition of sexuality is defined as

everything that makes us a man or woman,

including the need for touch, feelings about
one's own body, the need to connect with

another human being in an intimate way,

interest in engaging in sexual behaviors,
communication of one's feelings and needs to
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one's partner, the ability to engage in
satisfying sexual behaviors.

(Wilmoth, 2006,

p. 289)

Stigma on Sexuality
Sexuality is a term that resulted from the 1980s

second wave sexual revolution and the surfacing of AIDS
and HIV infection. At that time, the government promoted
the return to traditional family values, and was

intolerable toward sexual diversity (White, 2006).

Although AIDS and HIV infection resulted in increase
awareness of sexual health and sexuality, it left a

stigma on sexuality and disease. Consequently, for breast

cancer patients, making sense of the disease comes from
models taken from the "media, social interactions,
implicit cultural values, and individual experiences"
(Rosenbaum & Ross, 2002, p. 153). Moreover, sexuality is
embedded in endless areas within society where
provocative messages of sexuality and marketing

strategies superficially fixates on "wrinkle free,
glamorous and penetrative sex, from which the frail,
ugly, sick, elderly or debilitated are generally

excluded" (Horden & Street, 2007, p. 1705). Hence, the

effects of sexuality and breast cancer impacts the

sociocultural, psychosocial, and medical factors
influencing one's life decisions (Kunkel, Chen, &

Okulola, 2002) .
Quality of Life
The previously noted working definition of sexuality

gives the broad scope of sexuality as an issue. For

breast cancer patients, the failure to discuss or assess
sexuality may influence the patient's quality of life,
therefore, bringing more issues and problems with the

cancer (Barry, 1996). Findings show that post-mastectomy

fears from women are the possible loss of affection and
responsiveness for their partner (Kriss & Kraemer, 1986,

p. 439). For example, a woman's relationship with her
partner is important to her quality of life and ability
to adapt to illness (Walsh, Manuel, & Avis, 2005).

Discussing sexuality especially after being diagnosed is

significant in upholding being alive, recognizing social

connections, and validating self-acceptance and
understanding (Wilmoth, 2006). Furthermore, Kunkel et al.
(2002) argues that supportive medical staff, family, and
friends are means to successful care.

Wilmoth (2006) suggests that discussing sexuality
should be a component when doing health assessments.
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However, it is a topic health providers either avoid or

do not know about. Discussing sexuality with breast
cancer patients is not a new concept in breast cancer

management and treatment. In 1979, Green recognized the
value of addressing sexuality as a "cardinal rule" in
helping breast cancer patients especially those who had

mastectomies. The "cardinal rule" began in the hospital
where the health care provider sought to enhance the

psychological well-being of the patient through five
options:

(1) the woman alone,

(3) the woman and her spouse,

(2) the husband alone,
(4) several women together,

and (5) several couples together (Green, 1979). Choosing
the best approach or option was based on the health care

provider's observations.
Barriers to Discussing Sexuality
Sexuality cannot be discussed if health care

providers do not have in-depth knowledge about sexuality

or if they avoid the topic. Studies indicate health
providers do not provide breast cancer patients with

sexuality-related information due to the sensitiveness of
the topic. Another study cites nurses generally did not

discuss sexuality with their patients (Hautamaki,
Miettienen, Kellokumpu-Lehtinen, Aalto, & Lehto, 2007).
7

In a study by Hautamaki et al.

(2007), a

cross-sectional survey was conducted based on constructs

found in the literature. Surveys were distributed to

health care professionals in two different hospitals.
They found that the main reason health care professionals
did not raise sexually-related issues were due to the

lack of training. The second reason of avoiding the topic
was the difficulties in discussion. More findings

indicated personal biases from health care providers and
the avoidance of sexuality discussions.

Addressing Sexuality

In order to address sexuality, health providers need
to routinely assess sexuality. According to Wilmoth

(2006), routinely assessing sexuality serves two

purposes. First, it decreases the embarrassment of the

patient if the. practitioner viewed it as a normal aspect
of health care. Second, a routine assessment gives the

patient permission to ask the practitioner questions
regarding sexuality issues and allow the practitioner to

question the patient on suspected sexual difficulties
relating to side effects of the illness. In order to do
this, health care professionals need to be competent in

four areas:
8

comfort with one's own sexuality and comfort in

discussing sexuality with others; excellent
communication skills; a knowledge base about

sexuality in health and illness; and role
models to demonstrate integration of sexuality
in practice.

(Wilmoth, 2006, p. 299)

Despite the familiarity of addressing

sexuality-related issues, health care providers seem to
shy away from discussing such a taboo subject with their
patients. Meanwhile, breast cancer patients are coping

with their quality of life. Since sexuality is an aspect

of a person's quality of life, not acknowledging this to
a breast cancer patient may threaten their health and
well-being (Barry, 1996). In order to influence the

normalization of the topic, the study gathered
perceptions of breast cancer patients on addressing

sexuality-related issues.
Theoretical Orientation

Ecological Systems Theory
Ecological systems theory is a form of systems

theory. Systems theory stems from a biological

perspective and it applies to elements of social systems
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that integrate the person as part of its system. It

analyzes and accepts existing social order rather than
analyzes and rejects it (Payne, 2005). It also applies to

social systems such as groups, family, and societies
(Payne, 2005, p. 143).
The ecological systems theory adopts the notion of

interdependency through Germain and Gitterman's life
model of social work practice. The life model views

people and their environments as reciprocal by
influencing each other over time through exchanges.
Therefore, they are 'people-in-environment'

(PIE)

(Payne,

2005, p. 150). It functions to deal with stressors

through appraisals and coping skills, and to influence
and improve social and physical environments as a

response to a person's needs and quality of life (Turner,
1996).
The quality of life of a breast cancer patient

parallels the ecological systems theory. Illness, person,
and social factors influences how one copes and adjusts

to breast cancer (Boehmer, Linde, & Freund, 2005). The

life model relates to how health care professionals
assess a breast cancer patient. For example, a
psychosocial assessment of a patient is routinely
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incorporated into oncology practice. It assesses a
patient's social support system through understanding her
emotional support, help with personal care, employment

and financial situation, help at home (i.e. caring for
dependents), and any practical aids and adaptations
(Wright, Smith, Roberts, Selby, & Velikova, 2007) . This
type of assessment gives insight to the patient's support

system and opens the opportunity to address sexuality
related issues.

Communication Theory
Communication theory recognizes redundant patterns

of communication that causes problems in a person's
presenting problem. It assumes that information is a

result of communication and affects how social systems

behave. Social systems affect each other through the

feedback from communication and over time feedback
processes become redundant and patterned which become

rules of the system (Turner, 1996, p. 118). This theory

is relevant to the study because discussion or lack
thereof sexuality-related issues affect the social

relationship between a patient and a health care
provider. This premise is similar to a study that found

communication played an important part in decreasing
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anxiety and stress in women with breast cancer. In order
to decrease the anxiety and stress, women received

support from relationships they had with others. For

instance, reassurance, continued support, and input from
the health professional were viewed as important during
the early stages of breast cancer (Marshall & Kiemle,

2005) .
Another study found the inadequacy of health care

providers communicating sexuality-related issues with

their patients. Out of 126 women, 87% indicated there was

no communication on sexual changes on self after

undergoing surgery with adjuvant chemotherapy.
Researchers concluded health care providers needed better

understanding of sexuality and intimacy needs of the
patients and their patients' partners (Huber et al.,
2006) .

Potential Contribution of Study to Micro
and Macro Social Work Practice

Sexuality is a component to one's quality of life
when dealing with cancer. The health care provider's
inability to address sexuality during consultation or

treatment inhibits the patient's physical and mental
fight against breast cancer. On a macro level, the study
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provides medical facilities direct information on how
departments may lack in sexuality training and knowledge.
This may result in revisions or additions to department

policies and procedures to better improve the quality of

services provided. The breast cancer community will have

better understanding in discussing sexuality with their
health care professional. In micro practice, addressing

sexuality-related issues may be part of the health care

provider's practice or assessment protocol and gives
breast cancer patients confidence and trust in discussing
such issues. Last, the social work community especially

in the medical arena may promote awareness to the
importance of addressing sexuality to patients or

clients.

Summary
The study conducted a post positivist framework to
explore perceptions of breast cancer patients on

discussing sexuality-related issues with their health

care provider. Synthesis of qualitative data made sense
of common categories or themes. The researcher prepared

herself by reviewing current literature to better
understand the topic. Ecological and communication
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theories helped guide theoretical orientation. The social
work community gained insight into the perceptions of

breast cancer patients on discussing sexuality with their
health care provider. The study contributed to the
emphasis on and need to assess sexuality during the
cancer process.
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CHAPTER TWO
ENGAGEMENT

Introduction
The focus of the study was breast cancer patients'

perceptions on communicating sexuality-related issues.
The study sites were at study participants' homes, breast

cancer support group meeting sites, and restaurants
throughout the San Bernardino and Riverside Counties.

Study participants consisted of breast cancer patients
who were currently undergoing treatment or were in
remission. Initial engagement of participants began with

contacting various local support group representatives or

agencies and meeting with gatekeepers or key persons to
initiate the study. There was an intensive review of

literature to understand the scope of sexuality-related
issues in breast cancer patients and how health care

providers addressed these issues. Diversity issues were
affected by the sensitivity of sexuality as a topic.

Ethical issues were alleviated through consent forms,
debriefing, and development of procedures that were
approved by the Human Subjects Review Board. Also,
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political issues were encountered during the engagement
process and during data collection.
* Engagement Strategies for Each Stage of Study
To initiate the study, the research proposal was

approved by the Institutional Review Board at California

State University, San Bernardino. Representatives from

local breast cancer support groups and agencies were then
notified of the study proposal through referral from the

American Cancer Society in Riverside. The following
people were contacted: Oncology Department Administrator

at Riverside Kaiser Permanente, and Oncology/Hematology

Department Medidal Social Worker; Executive Director at
Michelle's Place; representative of the Breast Cancer

Self-Help Group; representative of the Lake Arrowhead
Support Group; and representative of the Temecula Valley
Breast Cancer Support Group. A research proposal or study
description was presented to the aforementioned people in

order to get formal approval to conduct the study. The
presentation conveyed the need to understand the lack of

communication on sexuality-related issues among health

care providers and breast cancer patients.
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After initial contact was made to gatekeepers, an

invitation to a meeting or direct phone numbers of
potential study participants were given to the

researcher. Gatekeepers also advertised the study in
their websites or via mass email. The Medical Social

Worker from Kaiser Permanente invited researcher to

attend a breast cancer support group and a metastatic
cancer support group to present study. Executive Director

at Michelle's Place had posted the study through a mass
email to its members. Representative from the Breast

Cancer Self-Help Group; representative from the Lake
Arrowhead Breast Cancer Support Group; and representative

from the Temecula Breast Cancer Support Group had

contacted their respective groups and/or had the
researcher attend a support group meeting to present

research.

Most patient recruitment was done through attending
and presenting at breast cancer support groups. The study

was presented and group members were asked for their

participation. An informational handout describing the
study was distributed or emailed and a consent form was

available for those interested in participating.
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Participants either immediately signed the consent form

or signed it prior to the interview.
Self Preparation
Due to the complexity of breast cancer, the

researcher studied topics such as the disease process,
the patient's psychosocial needs, and the health care

provider's involvement and competency. This helped

prepare for gathering substantial data when conducting

interviews. Questions were culturally and socially
formulated and attention to word use or terminology

attempted to be congruent with the study participants'

perceived cognitive level or skill.
The Director of Social Work for the

Oncology/Hematology Department was utilized as an expert

in the field of Oncology Social Work. She had been with

Kaiser Permanente for 18 years as an Oncology/Hematology

social worker and established herself in the professional
community. The researcher had been under her guidance and

supervision as an intern from September 2007 to June

2008.
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Diversity Issues

Cultural understanding of sexuality was important

during the study. Study participants reported the
uneasiness they felt their health care provider had when
sexuality was brought up. There may have been difficulty

in discussing sexuality with patients because it brought

sensitivity that is private, stressful, or sacred
(Hautamaki, Meittienen, Kellokumpu-Lehtinen, Aalto, &

Lehto, 2007).

Culture also played an integral part in problems

experienced with breast cancer and the extent of the
problems were based on how the culture perceived body
image and sexual problems (Fobair, Stewart, Chang,
D'Onofrio, Banks, & Bloom, 2005). For example, Fobair et

al.-

(2005) studied body image and sexual problems in

young women with breast cancer and found Latina women and

Asian American women avoided discussion of sexuality.
They also found sexuality and partner concerns were of

less concern in African American women than in Caucasian
and Latina women. Last, they found "Asian American women

were more concerned about family harmony whereas European

American women were more concerned about their sexual
intimacy with their partner" (Fobair et al., 2005,
19

p. 589) . These cross-cultural examples indicated the need

to be culturally aware and responsive to the study .

participants when conducting interviews in order to
gather pertinent qualitative data.
In order to address the effects of cultural
diversity, demographic information was. collected prior to

conducting interviews. This identified factors

(i.e.,

ethnic background or educational level) that may affect
interview responses. Study participants were also given
the option to do the interview individually, in a group

setting, or over the phone to accommodate a participant's
comfort level.
Ethical Issues

An ethical issue during the study was the disclosure
of health information the study participant did not

present to their health care provider. The moral value

respected the information given by the participant. The
competency value suggested that all data gathered are

strictly for the purposes of research only. The terminal
value was the personal value of providing encouragement

and intervention to the participant.
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To alleviate other ethical concerns, study
participants were given the study goals and they decided

whether or not they wanted to participate in the study.

An informational handout was provided and the researcher
was available for questions and concerns. An informed

consent (Appendix C and D) was signed by each participant
who understood the intentions of the study, the risks,
and their right to terminate participation at any time.

Also, the informed consent specified the efforts to avoid

disclosure of private information (i.e., demographic
information, data collection) such as avoiding the use of

actual names of study participants but rather identifying
the participants by date of interview and if it was an

individual, group, or phone interview.

Political Issues
The study was referred to well known community

organizations such as Kaiser Permanente, Riverside,
Michelle's Place, and local breast cancer support groups.
The community organizations as well as the support groups

were concerned about the nature of the study because they

wanted to be clear of the study intentions before sharing
it with their own groups. The study was either advertised
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via email or the researcher was invited to share the

study at support groups. There was some hesitation to
whether or not researcher should attend the groups to
present study. When the support group representatives
better understood the study, the researcher was added to
group meeting agendas to present the study. It

logistically slowed down the process of collecting data.
During the course of collecting data, some study
participants shared the frustration toward their

insurance policies because it impacted their quality of

life. Some felt a more restricted insurance benefit
resulted in lesser quality of care from the doctor. Those

with Kaiser Permanente were relieved that most their
treatment was paid for until completion of reconstruction
surgery. On the other hand, other insurance policy

holders were denied reconstruction due to their type of
insurance they carried. Reconstruction was considered
"cosmetic" rather than how one participant described it a
"replacement" of a bad body part. Also, there was concern

about how much medical treatment was covered for those
who were about to obtain Medicare when they reached

65-years-old.
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Depending on the type of treatment women were
receiving and no matter the type of insurance, there was

concern of increased medication costs. Fortunately, some
received supplemental help for reducing medication cost,

however, there were others who were still financially

strained. The ease of going through treatment depended on
the extent of help obtained from the medical institution

or outside resources.
Summary

Since a post-positivist study necessitated a
concentrated social engagement, participants were seen as

a source of data not as collaborators (Morris, 2006). A
written and verbal clarification to participants
described their contribution to the study as strictly

from the data they provided, not by means of a
partnership. There may be participants emotionally

involved during the study, however, boundaries were
tactfully set and participants were strictly a data

source.
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CHAPTER THREE

IMPLEMENTATION
Introduction

Breast cancer patients were interviewed in various
sites throughout San Bernardino and Riverside counties.
Study participants were female breast cancer patients

over the age of 18 years old from different ethnic

backgrounds who were undergoing treatment or who were in
remission. In preparation to conduct the study,

researcher did extensive research on breast cancer and

sexuality and had previous interactions with breast
cancer patients through internship experience. Interviews

were the primary source of data conducted by
semi-structured questions to complete data collection.

Sound recording and journaling helped organize the data.

Research Site and Study Participants
The location of the study took place in various

meeting sites throughout San Bernardino and Riverside
Counties: Kaiser Permanente, Riverside, Temecula Breast

Cancer Support group, study participants' homes, and
restaurant sites. Breast cancer patients were recruited
as either currently going through treatment or were in
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remission. 18 years old and older was the age criteria
for participation with all ethnic backgrounds considered.

There were no criteria in the breast cancer stage and the

stage of treatment (i.e., radiation, chemotherapy,

adjuvant therapy).
Selection of Participants

Maximum variation sampling was used to gather study
participants who were breast cancer patients undergoing

treatment or who were in remission (N = 22). This type of

sampling allowed for diverse experiences in addressing

sexuality-related issues to a health care provider. It

also identified shared patterns in the various cases of
participants (Morris, 2006). Since this sampling strategy

sought to gain knowledge from different ethnic and age

groups, a demographic questionnaire was given to study

participants prior to the interview (see Table 1). The
demographic questionnaire included age, ethnic
background, highest level of education, employment

status, and time since cancer diagnosis.
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Table 1. Demographics of Breast Cancer Patients
n = 22

Characteristic

Percentage

Age
40-49
50-59
60-69
70-79

14%
18%
50%
18%

Ethnic Background
African American
Asian American/Pacific Islander
Caucasian/Euro-American
Hispanic American/Latina
Other

14%
77%
5%
5%

Highest Level of Education
Some grade school
Finished grade school
Some high school
Finished high school
Some university
College or tech school
Bachelors degree
Masters degree
Doctoral degree

23%
5%
27%
18%
27%'
-

Employment Status
Part-time
Full-time
Retired
Sick leave temporary
Sick leave permanently
Unemployed

14%
14%
50%
9%
14%

Time Since Cancer Diagnosis
<1 year
1-2 years
3-5 years
6-10 years
11+ years

14%
32%
32%
9%
14%
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Data Gathering

Interviews were the source of gathering data through

semi-structured questions (Appendix B) that were done
individually, in a group, or over the phone. These were
descriptive, structural, and contrast questions regarding
comfort level in discussing sexuality, how side effects
were affecting their sexuality, and their views as to who

instigated discussion of sexuality. Descriptive questions
were "overarching questions" (Morris, 2006, p. 96) such

as "To what extent have you discussed sexuality-related
issues with your health care professional?" or "How did
you prepare yourself (for chemo)?" Structural questions

were asked to expand comprehension on the topic through

inclusion questions (Morris, 2006) such as "How did your

health care provider show compassion?" or "If you had

encountered sexuality-related questions, how did you
respond?" Contrast questions branched from a "category of
knowledge" such as reconstruction surgery which the

participant agreed as needing additional information on
it (Morris, 2006, p. 96). For example, "How did you feel

when sexuality-related issues were brought up?" or "Do
you think replacing that breast would help you

emotionally?" Although there were a set of anticipated
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questions prior to interviews, more questions augmented
the discussion as the data developed in recognizable

patterns and themes.
The researcher prepared herself through extensive

research on literature pertaining to breast cancer and
sexuality. Previous work as an intern for the Oncology

Department at Kaiser Permanente., Riverside helped gain
personal experience with breast cancer patients. Through
these preparations and experience, interview questions

were developed to help begin extracting themes and
concepts based on participant responses. A journal

documented the data and reflections from the interviews.
Phases of Data Collection

Data was gathered through semi-structured personal
interviews, semi-structured group interviews, and phone

interviews. Interviews were scheduled with all

participants. First, a consent form was signed by the
participant prior to collecting any data. Those who
interviewed over the phone had signed the consent form
during recruitment of study participants. There was a

separate consent form for individual and group interviews

(Appendix C, Appendix D). Demographics were gathered from
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breast cancer patients by completion of a pre-typed form
(Appendix A). Demographic information included an
interval level of measurement such as age and years of
cancer diagnosis. Data at the nominal level were ethnic

background and employment status. Level of education was
an ordinal level of measurement.
Next, semi-structured interviews inquired into the
study participant's perspective on sexuality-related

issues (Appendix B). The questions covered whether or not

sexuality-related issues were discussed during treatment

or if questions were practiced by health care providers.
It explored biases or values inhibiting discussion and

responses to sexuality-related issues.
Besides the semi-structured interview questions,
essential, extra, throw away, and probing questions

assisted in obtaining complete data during the process.

An essential question was specific towards the research
topic such as "Have you ever discussed sexuality-related

issues with a health care professional?" An extra

question inquired whether or not there was consistency in
the participant responses. For example, the participant

was initially asked "What kind of side effects did you

experience during your chemo?" and then is asked "Did you
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lose your hair?" Throw away questions were questions to

build rapport with the study participant. For example,
each woman was asked to describe when they were diagnosed
and their treatment regimen. Throw away questions were

also scattered throughout the interview such as how a
family member visited the participant or getting an

opinion about how sexuality-related issues were not
discussed by male physician because of sexual harassment.

Probing questions, too, were scattered throughout the
interview for elaboration. For example, a participant was
asked "And how would you go around doing that?" or "If I

may ask...when did you see your psychologist,

[and]

generally what were you trying to seek?" Minimal

encouragers such as "right" or "good" probed the

participant to continue with her feedback.
Asking whether or not the study participant had any

other feedback signaled the conclusion of the interview.
For example, "...any other input or advice for other

health care professionals or the breast cancer community

in regards to sexuality?" It also ended with the
interviewer's summary of what was explored and how it

compared to other past interviews. All interviews ended
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cordially with positive affirmations from the study

participants.

Data Recording

Interviews were sound recorded after study
participants signed the consent form (Appendix C,

Appendix D). All individual, group, and phone interviews
were consented to sound recording. Notes were taken with

discretion because of the possibility of distraction
during an interview. Sound recordings were then

transcribed into to text. All transcriptions were part of

a journal that was used for extraction and analysis of
data. Telephone interviews were conducted when
participants were not able to do an in-person interview.

Summary

Female breast cancer patients over 18 years old were
interviewed to discuss their perceptions on discussing
sexuality related issues with their health care provider.

Participants were recruited throughout San Bernardino and
Riverside counties. Researcher did extensive research on
breast cancer and sexuality. Each participant signed a

consent form and completed a demographic questionnaire
prior to the interview. All interviews were sound
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recorded and transcribed into text and reflected in a

journal. Anticipated semi-structure interviews and extra

questions were asked to complete the data collected.
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CHAPTER FOUR

EVALUATION
Introduction

Data analysis was done qualitatively through a
bottom-up approach. Open coding, axial coding, and
selective coding were analytical tools used to develop a
theory. Microanalysis started with open coding where

reoccurring themes and categories were developed. Axial

coding linked the open codes to provide explanation
relationships between codes. Selective coding through a
narrative refined the categories by finding patterns in
the data to develop a theory.

Data Analysis

A qualitative analysis was done by a bottom-up
approach. Since interviews were transcribed into text,
the narrative was analyzed in chunks through open coding

to determine common themes or categories. The synthesis
of reoccurring themes or categories found in the

narratives was then put into an axial code to test the

relationship as data continued to be gathered. Selective
coding refined the categories to develop a theory

(Morris, 2006).
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Open Coding

Pieces of transcribed interviews were broken down
into chunks for analysis. For example, within a
narrative, a segment of the interview was divided into

chunks (Morris, 2006):
•

...we discussed stress and I was under a lot of

stress at that time and before that and for

five years before I was diagnosed.

•

When I identified it with him (medical doctor),

it became a new worse stress about not having a
partner
•

before it was the stress having a partner and
not wanting to have sex you know.

•

So stress has been the ongoing discussion when

it comes to sex.
In order to analyze the above data, questions were
developed as a tool to develop concepts and making

theoretical comparisons. It also helped in preparation
for upcoming data gathering. For example:

•

Does being single or widowed make a difference

on the type of sexuality-related issues
discussed?
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What other outside factors contribute to stress

on one's sexuality?

•

What qualities does a health care provider
possess that allowed patient to disclose her

stress?

•

What is the satisfaction range of those who
have discussed sexuality to those who have not
discussed sexuality with their health care
provider?

A journal was kept to help determine open codes by
identifying theories and concepts that answered
analytical questions. As interviews progressed, an

extensive microanalysis between the initial data and the
current interviews helped develop interview questions and

identify concepts and dimensions of those concepts. The

following codes emerged from the data: clinical

discussion, compassion, body image, stress, support
system, positive coping, sexuality discussion, and no

bias.

Clinical Discussion

"Clinical Discussion" referred to patients who

stated their health care provider never discussed issues
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of sexuality to them nor did their health care provider
instigated discussion of sexuality.. It also included a

patient's impression that either the health care provider
appeared uncomfortable, ignored discussion of sexuality,

or was biased. For example, a participant said her
physician "was an excellent physician, but his bedside

manner wasn't right for me...He had nothing else going
for him. He knew how to do surgery and knew how to

prescribe chemo, I guess. That's just what I took from
his personality" (Interview #12). Another participant

perceived her medical team to be "so focused on the

clinical they sometimes forget, they really forget they
are treating the patient" (Interview #4). She also

perceived one of her physicians as "charming, you know,
he's got this laid back bedside manner, but he just avoid
any [discussion of sexuality]" (Interview #4). A

participant was certain her physician "was definitely
more clinical... I had the impression, that he didn't

know what to say or how to say it (regarding sexuality)"
(Interview #13).
A concern that health care providers may be biased

was mentioned in the data, It was a common response from
divorced or single participants. For example, a
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participant said her physician told her she "shouldn't be
out there dating that kind of thing, unless you are going

to find a new husband" (Interview #4).

Compassion
"Compassion" emerged as a theme to describe the

health care providers' demeanor during appointments or
consultations. This was defined as a health care provider
who showed understanding and inquired about how the

patient was feeling. For example, one participant
described how her doctor showed compassion: "He actually

stopped for a few minutes and asked how are things going.
How are you feeling? Where is your reconstruction.at? How
are you feeling about it?" (Interview #4).

Compassion was also how a health care provider

communicated by taking time to provide patients with
options and offering the best explanations. For example,
"the only thing with me when I was deciding to have a

mastectomy on one breast or two. I asked my surgeon well

what were the pros and cons. And she said well [the] pro
[of] keeping one breast was that intimate moments with
your husband, you know, you may have more enjoyment"
(Interview #12) . In decision making, a participant felt
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"after going through a couple different doctors, I've
decided that one was more interested in saving my breast

rather than just butchering me" (Interview #8).

Participants perceived the personable
characteristics of a health care provider as

compassionate. For example, a participant described her

surgeon as one who "gets in your head and finds out who
you are and how to talk to you" (Interview #9). A

Radiation Oncologist was observed not rushing through the

appointment and knowing what "she was going through it
with you. And she's just very personable and she does not
seem like she was trying to get you out of the office as

fast as you can" (Interview #6). Another participant
acknowledged her physician to be good at answering her
questions: "I mean he would pat you on the shoulder when
you cry and just very a people person" (Interview #7).

A health care provider who was accessible and made
follow-up phone calls outside of scheduled appointments

to help and consult was also seen as being compassionate.
Additionally, being given access to a social worker,

psychologist, or psychiatrist was found to be a
compassionate gesture. For example, a participant said a

Clinical Psychologist "came in and then we talked and
38

gave me a card and I could call him anytime" (Interview

#11) .

Body Image
The prevalence of "body image" described the

physical attractiveness and disfigurement concerns of

physically being a woman. One participant stated "I think

my biggest concern was how I felt as lesser a woman and I
know it's a psychological feeling" (Interview #7). There
was also a sense of loss and desire for normalcy: "I had
beautiful cleavage, I loved my breasts... So, I was a

little, I will say it, initially I was concerned about
what I was gonna look like when it was finished

[reconstruction], and if I would still feel sexy in that

cocktail dress with the cleavage..." (Interview #9).

Much concern came from those who were undergoing
mastectomies and reconstructions . These participants
viewed themselves as having an amputation that was

physically unattractive: "Your nipples gone and that tore

me up I think as much as losing the breast" (Interview
#7). Other participants complained about their altered
chests: "...looked like a massacre 12 year old boy"
(Interview #4), incisions looked "like clown frowns"
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(Interview #9) and "dried up apple people" (Interview

#11). Sexual functioning concerns were also brought up:
"No breasts. And it's like what else can you possibly do

to me to try to strip me of any desire" (Interview #4).

Mastectomies were also perceived to be unattractive
and embarrassing: "It's not attractive. Not looking at

the mirror, or looking at self having to go to a "special

bra" (Interview #12). There was also concern for how
participants' significant others perceived them: "He

wants to look, and I don't want him to look at me like

this. I don't want him to see me like this" (Interview

#9) .
Stress

"Stress" described the feelings and experiences when
first diagnosed or during the cancer process. Stress were
thoughts of one's mortality, having familial history of
cancer, knowing of others who have gone through cancer,

and the concern for how family members would deal with
their cancer, and dealing with side effects. Feelings of

stress included being overwhelmed, shocked, confused,
sad, depressed, devastated, angry, and upset. One patient

described the general feelings of most interviewed
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participants: "So my sister's breast cancer was stage 3
when she was diagnosed... And they [children] had really
watched her go through that so 3 things in my mind were,

am I going to die? How am I ever going to tell my kids?
And I am only their parent. They don't really have a lot
of contact with the other side and it's like how am I

ever going to tell them not to be terrified, you know.

And third one, am I ever going to have sex again? And am
I ever going to go out there again you know when I have
this whole science project going on" (Interview #4).

Other patients felt the stress of how their family
members would deal with their cancer especially when

there was known history of cancer in families or in

others. For example, a participant "talked about the

emotional impact on how it was having on [her] children,
[her] family history, and...how frightened [her] kids
were from what they have seen their aunt go through"
(Interview #4).

Participants stated stressful side effects to
surgery, treatment, and medication. Side effects included
dryness, fatigue, hot flashes, night sweats, early

menopause, fatigue, shortness of breath, skin falling

off, or face breaking out. Making decisions on one's
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health care was stressful: "I wanted to feel emotionally,

psychologically, physically prepared to do this"
(Interview #6). It was especially stressful to those who
found they had cancer again.
There were also concerns about not having sexual

intercourse with their partners. One complained of having

painful sexual intercourse due to dryness.
Medical insurance concerns were brought up as a
financial stressor. One patient stated she could not have

a mastectomy because removing a breast was considered

cosmetic surgery. Seeking second opinions was difficult
for some because insurance did not pay for a second

opinion.
Support System

"Support system" identified the patient's persons or
groups that helped her cope with cancer. All participants
described spouses, family members, friends, and social

groups as their support system. Having a support system
was a positive experience for the participants. One

participant said she "still feelfs] sexy. Because I have

such a strong man supporting me. And he has supported me
all the way through this. And though we live in two
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different states apart, he flies me over every now and
then" (Interview #7). Another expressed the concern but

support from her husband: "I know he had so many fears
and he was so scared and everything and it could have

intimidated him a little bit in our relationship. That
way, sexually and intimately but we basically rode it out
pretty good" (Interview #6).
Participants felt the sincerity and respect they

received from their spouses or partners. For example, "I
have very set parameters, that's the only reason this

works out, you know" (Interview #4). Humor was exampled

as a supportive environment: "And it was easy to joke

around when we were alone and these are my new breast and
that kind of a thing" (Interview #4).
Encouragement from others was part of the support
system: "My daughter says to me you judge yourself to

harshly and she says women your age would kill for breast

like that" (Interview #4) or "...he was actually my
crutch through this whole thing" (Interview #7). One

stated "I kept falling off the cliff and he kept making

sure that I didn't land" (Interview #12).
A support system also included going to support
groups, having some kind of mentor, or attending yoga or
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relaxation classes. Family and friends who have had

cancer was also considered a support system.

Positive Coping
"Positive coping" referred to actions or thought
processes when adjusting to cancer. Volunteer work,
helping others, faith, self-education, or deciding to

have a positive attitude were ways participants coped
with their diagnosis. One participant said she

volunteered to do "tea time for the soul for the nurses"
(Interview #1).

Many participants educated themselves through
researching online, reading books, or going to cancer
resource centers to better understand their diagnosis and

medical options: "I've done a ton of research to try to

figure out what would be the best fit for me" (Interview
#4) .
Deciding to be optimistic led to positively coping

with cancer by not dwelling on the disease: "...mentally
I was still a person. I just wanted to feel like that

person. I knew I hadn't lost anything. I wanted to make
sure I was still the same person" (Interview #12).

Another stated "I've had bigger things to worry about"
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(Interview #13). Deciding to have an optimistic attitude
was best described as: "So it's like, if you don't think

there's a silver lining, you can't get through what
you're going through right now" (Interview #15).

Sexuality Discussion
"Sexuality discussion" defined a patient who
discussed sexuality-related issues with their health care
provider. Patient or the health care provider instigated

discussion. For example, one doctor blatantly asked about
sexuality: "She would say are you sexually active? How's
that going, this and that" (Interview #6).

Participants had partners, were divorced, were
single, or widowed. Those who were single or divorced had

more concern about whether or not they would be able to
find a partner and have sex again. There was also concern
about having a sexual drive after a hysterectomy, being
able to have sexual intercourse while on chemotherapy,
and how relationships will be affected. Discussion of

sexuality was brought up through reading material such as
books and pamphlets. For example, a Psychologist gave a

participant a couple of books about having sexual
intercourse (Interview #2). Creams, lubricants, and
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sexual toys were given as suggestions to make sexual
intercourse more pleasurable and comforting.

No Bias
The code, "no bias", represented a tally of patients

who stated they did not have any bias towards addressing

sexuality issues to their health care provider. During
the interview process, the patients were directly asked

whether or not they had any biases toward discussing

sexuality-related issues with their health care provider.
Axial Coding

As opens codes emerged, they were consolidated into

categories. The codes or concepts were grouped into
categories that ranged from positive piece of mind to
negative piece of mind.

Positive Piece of Mind
"Positive piece of mind" referred to a patient who

felt comfortable with her sexuality and overall
well-being. The concepts of positive coping, support
system, and no biases supported how one felt positively

about herself and her situation. Participants who took

initiative to deal with cancer found ways to positively
cope. The concept of no biases represented the majority
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of participants who stated they did not have any biases
towards discussing sexuality related issues with their

health care provider. Compassion represented the
participants' impression of feeling comfortable with

their health care provider.

Concept:
Positive
Coping

Concept:
Support System

Concept:
No Biases

Concept:
Compassion

Category:
Positive Piece of Mind
Figure 1. Positive Piece of Mind

Negative Piece of Mind

"Negative piece of mind" referred to a patient who
was not comfortable with her sexuality. The concepts of

body image, stress, and clinical discussion were grouped
into a category labeled "negative piece of mind". These

concepts defined negative factors about self during the

cancer process. Struggles with body image emotionally
impacted the participants. There was a sense of loss and

feeling unattractive when chests were altered or when
their bodies were experiencing the side effects of
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surgeries, treatment, or medication. Stress added to a
negative piece of mind because of factors that induced

stress: questioning mortality, known familial history of
cancer, financial concerns, and concerns for well-being

of family. Having clinical discussions only with a health
care provider affected how participants felt informed

about her sexual health.

Concept:
Body Image

Concept:
Stress

Concept:
Clinical
Discussion

Category:
Negative Piece of
Mind

Figure 2. Negative Piece of Mind

Selective Coding
A theoretical statement developed through

integration and refinement of the themes and categories
was known as selective coding. During the study,

participants had identified two types of health care
providers: compassionate health care provider and a

clinical health care provider. A compassionate health
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care provider showed empathy and concern for their
patients. For example, a participant's experience with a

compassionate health care provider portrayed how

comfortably sexuality issues were addressed: "He did say,
you know your nipples are gonna be gone, and I know

nipples play a big part in your sex life, and he was very
delicate as he approached the subject. And I said, look
there's 101 places on my body where he can go, that's not
the only one. Women are full of erogenous zones, so I can

do without one, it's okay. He did bring that, he brought
that up" (Interview #9). Characteristics of a

compassionate health care provider was similar to the

open code, "compassion", describing a health care
provider had good communication, was accessible, and did
not rush through appointments.

A clinical health care provider described a person
who provided only clinical feedback to their patients.

Like the open code, "clinical discussion", participants

felt their health care provider avoided discussion of

sexuality or may have had personal biases about
discussion of sexuality. Concerned participants who did
have questions regarding their sexuality felt health care
providers were biased especially when a participant was
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single, divorced, or widowed. Other participants felt
their health care provider simply avoided instigating any

conversation on sexuality.

After recognizing there were two types of health
care providers, a breast cancer patient's state of mind
was a common theme in how they responded to their health

care provider. The study found three main ideas that
evolved around a compassionate health care provider and a

clinical health care provider: a compassionate health

care provider helped patients feel positive about herself
and her health care; Despite having clinical health care

providers, there were participants who still felt
positive about themselves because of the positive support

they received from others; and participants who had

clinical health care providers had a negative piece of

mind about herself and her health care.

"Doctor preference" was an additional code found
during the open coding process. It described the gender
preference of a health care provider. This code did not

continue during microanalysis because it did not

significantly impact participants perceptions on the type
of care they received by their health care provider.
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Implications of Findings for Micro
and Macro Practice
In a micro level of interaction, individuals and

families were affected by the breast cancer diagnosis.

Mortality became an issue especially by women with young
children. A range of emotions were involved during the
cancer process and it was up to the women to decide how

they were going to cope. A woman's sexuality was of great

concern especially during alterations to the body such as
mastectomies, hysterectomies, reconstructive surgery, and

side effects to medication and treatment.
In social work micro practice, the study can provide
social workers with better understanding on the needs of

breast cancer patients. Sexuality issues need to be
addressed in order to understand the biological,

psychological, and social impact on the patients quality

of life. Therefore, psychosocial assessments need to
better address sexuality concern especially if it is not

addressed by other health care providers such as medical

doctors and nurses.
In a macro level of interaction, sexuality needs to
be viewed as a normal aspect of being human. Sexuality

portrayed in mainstream media needs to change the labels
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and stereotypes of what is considered beautiful. Instead,

develop media that accepts and recognizes individual

differences.
In a macro level of practice, health care

institutions or cancer clinics must routinely bring up
discussion of sexuality related issues with their

patients. Some intervention and assessment models are

ALARM, BETTER, Schover Method, PLISSIT. These practice
models help normalize sexuality as an aspect of
healthcare and to open communication between health care

provider and patient.
Summary
Data interpretation was done by a bottom-up

approach. Open coding, axial coding, and selective coding

were analytical tools utilized to develop common themes
that lead to a theory. It was found that the two types of

health care providers were either compassionate or
clinical. The experiences with these types of health care
providers had lead patients to having a positive piece of

mind or a negative piece of mind. The final part of the
chapter described how the study contributed to micro and
macro practice.
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CHAPTER FIVE

TERMINATION AND FOLLOW UP
Introduction

Findings with a Power Point presentation will be

presented to those interested in the results of the
study. Disengaging from the study sites was informal and

research was made available for any follow-up questions.

There may be ongoing relationships with study sites and
participants.
Communicating Findings to Study
Site and Study Participants

Upon completion of the study, a Power Point
presentation of the research findings will be offered to

participants and interested individuals. Tables and

figures were added to the Power Point for visual
understanding. A complete report will be accessible at

the California State University, San Bernardino Library
for those interested in obtaining a hard copy of the

study.

Termination of Study
Disengagement from the- study site and study

participants occurred after interviews were conducted. It
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was an informal farewell and gratitude for their

contributions. The researcher's contact information was
given to individuals who needed further discussion about
the study.

Ongoing Relationship with Study Participants
The researcher will have an ongoing relationship

with some of the individual study sites and study
participants. The agencies or groups promoted education
and knowledge in order to get the best care as breast

cancer patients. Since sexuality-related issues were not
commonly discussed in some clinical treatments or

rehabilitation, there may be a need to disseminate

information about discussing sexuality related issues

with patients. Likewise, patients may need direction on
how to comfortably discuss sexuality related issues with

their health care provider. The researcher may partake in

promoting dialogue about sexuality-related issues in
order to better the quality of life of patients and to

better the clinical practice of health care providers.
Summary

Presentation of study findings will be made
available at the California State University, San
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Bernardino Library. An informal farewell concluded the
study and researcher provided contact information if

needed. There may be an ongoing relationship with

individual study sites that support the discussion of

sexuality-related matters between a patient and health

care provider.
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APPENDIX A

DEMOGRAPHICS OF BREAST CANCER PATIENT
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DEMOGRAPHICS OF BREAST CANCER PATIENTS

Age;

Ethnic background:

□
□
□
□
□

African American
Asian American/Pacific Islander
Caucasian/ Euro-American
Hispanic American/ Latina
Other

Highest level of education:

□
□
□
□
□
□
□
□
□

Some grade school
Finished grade school
Some high school
Finished high school
Some university
College or tech school
Bachelors degree
Masters degree
Doctoral degree

Employment Status:
□
□
□
□
□
□

Part-time
Full-time
Retired
Sick leave temporary
Sick leave permanently
Unemployed

Time since cancer diagnosis:
□
□
□
□

<1 year
1-2 years
3-5 years
6-10 years
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SEMI-STRUCTURED INTERVIEW QUESTIONS FOR
BREAST CANCER PATIENTS

Interview Questions to Breast Cancer Patient (in no particular order)
1. Have you ever discussed sexuality-related issues with a health care
professional? If so, to whom?
2. To what extent have you discussed sexuality-related issues with your
health care professional?
3. If you had encountered sexuality-related questions, what questions
were asked of you?
4. If you had encountered sexuality-related questions, how did you
respond?
5. Do you have any personal biases or values that inhibit you from talking
about sexuality with your health care professional?
6. How did you feel when sexuality-related issues were brought up? Can
you provide an example?
7. Do you think it will be necessary for health care providers to ask
patients about sexuality-related issues?
8. During the course of your breast cancer, have you experienced any
side effects? If yes, did this affect your sexuality?
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INFORMED CONSENT FOR INDIVIDUAL INTERVIEW
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INFORMED CONSENT FOR INDIVIDUAL INTERVIEW

This study is being conducted by Farrah Oblepias, Social Work graduate student at
California State University, San Bernardino, under the supervision of Dr. Teresa
Morris. The study seeks to understand breast cancer patients’ perceptions of
discussing sexuality-related issues. The purpose of this study is to understand how
health care providers and breast cancer patients communicate about sexuality and
health. This study has been approved by the Department of Social Work
Sub-Committee of the Institutional Review Board of California State University, San
Bernardino.
During your individual interview, you will be asked questions about yourself and your
experiences discussing sexuality-related issues as a patient. The interview will be
approximately 1 hour. Ail information you provide will be kept confidential. The data
will be reported in aggregate form so that your name will not be connected to your
responses. Results of the study will be available to you at the California State
University, San Bernardino Library after June 2009.

This is strictly a voluntary study. The researcher does not foresee any risks or
discomfort. You may withdraw from the study at any time without penalty. If you have
questions or concerns about your participation or if you feel you will need more
assistance, you may contact research advisor, Professor Teresa Morris, at
(909) 537-5501.

In order to compensate for time and contribution to the study, each participant will
receive a $5 gift card.
By placing a check mark in the box below, I acknowledge that I have been informed
of, and that I understand, the nature and purpose of this study, and I freely consent to
participate. I also acknowledge I am at least 18 years of age.
Place a check mark here: □

Today’s date:_____________

By placing a check mark in the box below, I consent to sound recording my interview
session with the researcher.
[

Place a check mark here: □
Today’s date:_____________
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INFORMED CONSENT FOR GROUP INTERVIEW

This study is being conducted by Farrell Oblepias, Social Work graduate student at
California State University, San Bernardino, under the supervision of Dr. Teresa
Morris. The study seeks to understand breast cancer patients’ perceptions of
discussing sexuality-related issues. The purpose of this study is to understand how
health care providers and breast cancer patients communicate about sexuality and
health. This study has been approved by the Department of Social Work Sub
committee of the Institutional Review Board of California State University, San
Bernardino.
During your group interview, you will be asked questions about yourself and your
experiences discussing sexuality-related issues as a patient. The interview will be
approximately 1 hour. All information you provide will be kept confidential. The data
will be reported in aggregate form so that your name will not be connected, to your
responses. Results of the study will be available to you at the California State
University, San Bernardino Library after June 2009.

This is strictly a voluntary study. The researcher does not foresee any risks or
discomfort. You may withdraw from the study at any time without penalty. If you have
questions or concerns about your participation or if you feel you will need more
assistance, you may contact research advisor, Professor Teresa Morris, at
(909) 537-5501.

In order to compensate for time and contribution to the study, each participant will
receive a $5 gift card.
By placing a check mark in the box below, I acknowledge that I have been informed
of, and that I understand, the nature and purpose of this study, and I freely consent to
participate. I also acknowledge I am at least 18 years of age.
Place a check mark here: □

Today’s date:_____________

By placing a check mark in the box below, I consent to sound recording my interview
session with the researcher.
Place a check mark here: □
Today’s date:_____________
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DEBRIEFING STATEMENT

Thank you for your participation in the study by Farrah Oblepias, Social Work

graduate student at California State University, San Bernardino. Again, the
study seeks to understand the perceptions of health care providers and breast

cancers patients on discussing sexuality-related issues. Your input will
contribute to major themes that will arise during the study in order to recognize
the underlying difficulties in discussing sexuality and health. For

methodological purposes and the purposes of avoiding the possibility of
disclosing confidential health information, it is requested that you not reveal

what was discussed during your participation.

Results of the study will be available after June 2009 at the California State
University, San Bernardino Library. If you have any questions or concerns

about your participation in the study, please feel free to contact Farrah
Oblepias or Professor Teresa Morris at (909) 537-5501. If you would like to

talk to a professional regarding sexuality, please contact the Oncology Social

Worker, Elvira Pan, LCSW, at (951) 353-4755.
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